Dr. WV. H. KELSON (President) said that digital examination was most important here; possibly it might be a fibro-lipoma. Several of these cases had been shown at the Section and usually the correct diagnosis was not made until revealed by operation. Had anything been detected in the neck before radium was applied ?
it, and the inpression was not that produced by cartilage. It felt firm, and the infiltration at that timle was limited to the upper part of the right side of the larynx, above the vocal cord, and it was from that part that he took a piece for examination. The notes said it came on after an attack of " tonsillitis "; probably there was an infective condition. He had hoped to be told what was the best course to pursue; whether he was justified in splitting open the larynx, or approaching it from outside, through the thyroid cartilage. The fact that the mucosa was red from the first was against the idea of enchondroma or lipoma, and favoured the view that it was a chronic inflammatory condition. The sore on the skin of the neck was due to radium. He promised to report the case later.
By HAROLD BARWELL, M.B., F.R.C.S. BoY, aged 11. Swelling of right upper jaw noticed December, 1925 . First seen March 12, 1926 Hard, rounded swelling of anterior surface of superior maxilla, infra-orbital margin slightly raised, and perhaps slight flattening of palate on right side; no nasal obstruction; naso-pharynx normal. Quite dark on transillumination, and skiagram shows diffuse bony thickening. Exploratory operation in canine fossa March 24; swelling consisted of dark red, rather soft bone; no antral cavity found.
Histologically the sections consist of a fairly dense irregular network of bony trabecule, the interstices of which are occupied by vascular fibro-cellular tissues. Osteoblasts are present in m-loderate numbers, together with a few osteoclasts. A few lymphocytes can be seen scattered here and there in an irregular manner but there are practically no polymorph leucocytes except in relation to smnall collections of extravasated blood on the edge of the sections. There is no inflammatory reaction such as would indicate organismal infection, and there is no suggestion whatever of malignancy.
The histological appearances point to that somewhat rare condition described by AVestiimacott [1] under the name of " chronic hyperplasia of the posterior maxilla." The histological findings in two other cases of the disease reported by Douglas Guthrie are described briefly by J. Struthers and J. Dawson in an important paper [2] on generalized osteitis fibrosa.
The histological features of the tissue removed from the case now presented correspond with those found in Westmacott's and Guthrie's cases.
The enlargement is a unilateral one and the antrum is mnore or less filled up with vascular fibro-cellular tissue contained in an irregular network of reticular bone. No inflammatory reaction, indicative of sepsis, was found either in Westmacott's or Guthrie's cases. Westmacott accordingly interpreted the histological findings as a reversion oIn the part of the bone to an embryonic type. Dawson, however, has gone further and has shown fairly conclusively that the initial lesion, in practically all the bone dystrophies, is one affecting the bone corpuscle. In generalized and in localized osteitis fibrosa there is a possibility that the interference with the vital functioning of the bone corpuscles is due either to the action of some unknown toxi-infective substance carried by the blood-stream, or to circulatory changes, while, in some cases at least, there may be some inherent weakness on the part of the mesenchymatous tissue. The histological findings in cases of chronic hyperplasia of the superior maxilla bear a strong resemblance to those found in the affected bones in fibrous osteitis-a localized bone lesion related in some way to a definite, known, septic focus in the tissues in the near vicinity. Dawson rightly points out that, in the condition of the jaw under discussion, there is a possibility of irritation arising from a septic condition of the mucosa of the antrum. The existence of such a septic condition, however, has not so far been proved, but it is interesting to note that in otosclerosis-a somewhat similar localized bone lesionthere is the same proximity to a possibly infected mucous membrane. Dawson considers that the lesion of the superior maxilla may represent a transition between fibrous osteitis on the one hand, where there is a known septic focus in the immediate neighbourhood, and an osseous dystrophy such as localized osteitis fibrosa on the other, where there is no immediate focus of sepsis nor any mucous membrane which might become the seat of organismal infection. This condition of the jaw can hardly be regarded as directly due to an organismal factor, but there may, nevertheless, be a relationship, though not a genetic one, between some toxi-infective agent and the morbid condition of the bone.
REFERENCES.
[ KELSON (President) said that three years ago Professor Knaggs had published in the British Journal of Sutrgery1 a full and well-illustrated account of cases of this kind. He held, definitely, the view that they were cases of osteitis fibrosa. Two years ago, at a meeting of the British Medical Association at Bradford, he (the speaker) had read a paper on the subject2 supporting this view.
Dr. DOUGLAS GUTHRIE said that the pathology of these bony enlargements of the upper jaw had been the subject of much controversy. It was probably better to regard this case as " chronic hyperplasia " rather than as " osteitis fibrosa." The disease was not very rare, but museum specimens were rare because the condition was now correctly diagnosed. Formerly it had been regarded as a condition which demanded excision of the upper jaw, but we did not now resort to such drastic treatment. In fact, in many cases, no treatiiment was required as the enlargemnent was not progressive. During the past five years he (Dr. Guthrie) had had under observation a boy, now aged nine, who had suffered fromil this disease since birth. The enlargement had undergone no increase since he (the speaker) had first seen the case.
Mr. H. BELL TAWSE said that he had had a case, in a girl aged 10, the pathological report of which had been very similar to that on this case. He (the speaker) had chiselled away a great deal of cancellous bone and had then stitched the wound up to the submlucous membrane. Since the operation there had been no further enlargement.
Mr. LESLIE POWELL said that he had recently seen two cases, both in women, one aged 45 the other aged 55. In the first there were three bony enlargements; one on the malar part, one close to the nose, the third on the alveolus, and they were very disfiguring. They bad been removed some years previously, but had formed again and had grown larger than before. After removing them, he (the speaker) applied diathermy to the base. There had been no recurrence. The enlargements in the other case, also, had not returned after removal unlder diathermy. Mr. A. D. SHARP said that a woman, aged 35, had been referred to him by her dentist, because of a large swelling in the alveolus. The swelling had extended to the mid-line of the palate, and largely involved the right alveolus. On X-ray examination the antrum was seen to be filled up, and the ethmoidal cells involved; and three-fourths of the frontal sinus were involved. There was no specific history, and the extension had been a gradual one, lasting over many years.
Mr. J. F. O'MALLEY said that two years ago he had shown a similar case which had been referred from the Eye Department because of proptosis and a fistula between the eye and the root of the nose. X-rays cast several dense shadows in the right ethmoid region and part of the right frontal sinus, and there were similar shadows on the left, but no symptoms. He removed two large-sized dense masses of bone; one from the region of the sinus externally, the other from the ethmoid through the nose. The result, so far, had been good, but he expected that the left frontal sinus would become involved.
Patient who underwent Total Laryngectomy Two Years ago and has since Acquired a Useful Voice. By DOUGLAS GUTHRIE, M.D. J. P., A HEALTHY man, aged 35, was "gassed " in 1918, and has suffered from occasional hoarseness ever since. For two years before admission to hospital in June, 1924, the hoarseness had been continuous, and for seven months he had suffered from shortness of breath, worse on lying down. Laryngoscopy showed a large, smooth swelling of left ventricular band and left arytenoid region. The left vocal cord was not visible, but the right cord, partly seen, appeared healthy. Wassermann reaction negative; examination of chest and sputum negative. While under observation, the dyspncea became worse and tracheotomy was performed on July 7, 1924. On the suggestion of Sir James Dundas-Grant, who kindly saw the patient, a portion of tissue was removed through the tracheotomy wound, and this proved to be epithelioma.
On July 21, 1924, total laryngectomy was performed, and the left lobe of the thyroid gland, being involved, was also removed. The patient was fed by a nasal tube for two weeks, and healing was satisfactory. He is now engaged in poultry farming in Devonshire, and when last seen by the exhibitor in September, 1925, had acquired a remarkably good pharyngeal voice.
Discussion.-Dr. D. R. PATERSON asked how soon after the operation the training began, and how soon voice was produced. In 50 per cent. of such cases speaking was carried out after swallowing air, and the mechanism of voice-production was somewhat analogous to that in the bagpipe. In a case closely observed it was found that the sound was produced from folds at the lower part of the pharynx, at the mouth of the gullet, from side to side. Those who could not swallow air were given an alkali, followed by citric acid, and with the gas so evolved voice could be produced. Some of these people were old, and took badly to training, and in their case dilatation of the stomach with air must be done with caution. On the other hand some patients could not eructate. The present patient (Dr. Guthrie said) produced a good voice when he had indigestion. He had learned to depend on contraction of the abdominal muscles.
Dr. W. S. SYME said he had shown to the Scottish Society of Otology and Laryngology a patient whose larynx he removed eight years ago, and he had developed such a good voice that he could make himself heard in a large ball. He did not think these patients swallowed air into the stomach, but in his own patient's case it might be collected in the pharynx or the cesophagus. In the case of a womlan whose larynx he had removed, she could not produce anything like a decent voice. Much depended on the person's temperament.
Mr. PHILIP FRANKLIN said that he had heard a patient in New York audibly address an audience, although complete extirpation of the larynx had been performed by Dr. Lee Hurd a year previously. The voice was husky, much like that of a person suffering from chronic
